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SMART RIOT Community Outreach

Prepared by Judy Owen-O’ Dowd, Special Projects Coordinator
and Evelyn Foust, Branch Head, HIV/STD Prevention and Care

Robeson County hostedaSMART RIOT Community Outreach
(Syphilis Makes Awareness Robeson’s Target for the Rapid
Intervention Outreach Team) on the weekendsof Aug. 17 and
24. Twelveteamsof community partnersfrom throughout North
Cardlinaparticipated, includingindividuad sfrom community-based
organizations (CBOs), theN.C. Outreach Network, the Robeson
County Health Department, other county health departments, and
theHIV/STD Prevention and Care Branch.

Background
Robeson County (pop. 132,339) has been experiencing an
increasein syphilissince 1996. By theyear 2000, theinfectious
syphilisrate had morethan doubled, from 23.3 casesper 100,000
populaionto50.2 per 100,000, thehighest rateof any high syphilis-
morbidity areainthe nation. During that time, the proportion of
casesdeclined from 73.8% among African-Americansto 41.4%
whileincreasing nearly three-fold among Native Americans, from
12.3 %10 36.1%. Themagority of caseswerereportedin 20- to
29-year-0lds(39.8%), followed by 30- to 39-year-olds (22.6%).
Robeson County reported 133 cases of early syphilisin 2000,
andin 2001 reported 124 early syphiliscasesthrough November.

SMART RIOT Planning
TheHIV/STD Prevention and Care Field ServicesUnit and the
North CarolinaSyphilis Elimination Project (NCSEP) havebeen
working intensely with the Robeson County Health Department
and community members to decrease syphilis and increase
awareness. After twoinitial intensive weekend outreach events,
the RIOT was schedul ed to continuefor at |east six additional
weekswithincreased case-finding activities, increased syphilis
screening, additional community outreach and education, and
working to strengthen grassroots community organizations. After
theinitia stagesof RIOT, theBranch, local health department and
community planned to develop along-range planto further reduce
syphilis and to continue working together toward syphilis

elimination. Theincreased staffing level sand intervention areto
(continued on page 2)



continueuntil syphilisissgnificantly reducedinthecommunity.

Weekend Outreaches

On August 16, branch head Evelyn Foust and local health
director William “Bill” Smith held apress conferenceto
announcethe RIOT and inform the community about two
weekend outreaches. On Aug. 17-18 and 24-25, SMART
teamswent door-to-door offering freetesting, counseling
and educationinthecounty. Community awarenessactivities
adsoincluded articlesinloca newspapersand public service
announcements (PSAs) onlocal TV and radio stations.
Flyerswereditributed throughout the community by April
L ocklear, health educator for the Robeson County Syphilis
Elimination Project, and the Branch’sField Services staff.
McDonald’s contributed food couponsfor incentivesfor
residentsto takeasyphilistest. Many local grocery stores
contributed to the effort by donating refreshmentsfor the
RIOT outreach workers. The Red Springs Youth
Opportunity Program assembled bags for the teams to
distribute that contained condomsaswell as STD/syphilis
and risk reduction information. Goodie bags were al'so
prepared and given to children at homesvisited by team
members.,

SMART teamsweredivided into 12 groups consisting of
four to five members each. The teams provided on-the-
spot testing for syphilisand HIV and education about syphilis
and its correlation to HIV. They also collected
epidemiological data. The Robeson County Health
Department extended clinic hoursboth Friday evenings
duringthe RIOT. Two community memberswith symptoms
of syphilis responded to the media messages and were
treated at theevening clinic.

County hedlth director Bill Smithsaidin aletter to Evelyn
Foust dated Aug. 27, “Itishard for meto fathom how you
can get over 100 peopleto give up weekendsto do public
hedlth activitiesinacounty not of their own.” Hewent onto
say, “ Theeffort and determination exhibited by the RIOT
participantswould makethem eminently successful inany
businessworld. These past two weeks havereinforced my
belief that there is high quality and tenacity within the
individudsinpublichedth.”

Results
During the SMART RIQOT, 728individua swere screened
for syphilis. Thirty-one positiveswereidentified, for a4%
seropostiverate. Among the 31 positiveindividua sfound,
15 (48%) werenot previoudy diagnosed with syphilisand
16 had previoushistoriesof syphilis.

Four hundred el ghty-four individual s (66%0) dso agreed to
betested for HIV. Twotestswere positivefor HIV, one of
whichisanewly identified case.

During thetwo weekends, the SMART teamsdocumented
reaching 1,124 residents of Robeson County. Six hundred
eleven encounters were with men and 476 were with
women. Twenty-six per cent werein the 20- to 29-year
agerange, 24% werein the 30- to 44-agerange, and 28%
were in the 45+ age range. Over 900 bags containing
promotional materia ssuch ascondomsand brochureswere
distributed.

TheHIV/STD Prevention and Care Branchwould liketo
thank all of the staff at the Robeson County Health
Department, especially Bill Smith, Susan Sheats, April

L ocklear, MdissaPacker, BobbieMartinand David Martin;

the Robeson County L aboratory staff; the many community
outreachworkers, the SyphilisEliminators, theFeld Services
Unit gaff; the State L aboratory of Public Hedlth - Virology/
Serology Branch and themany other dedicated individuas
whose assi stance and dedi cation during the two weekend
outreaches made this phase of Robeson County’sRIOT a
SUCCeSS.

For additional information, please call Jan Scott at (919)
715-3688 or Rhonda Ashby at (919) 355-9084. m

National Shortage of Tetanus/
Diphtheria Vaccine Prompts

Change in State Requirements
Prepared by Beth Rowe-West, Head, |mmunization Branch

In the May 25, 2001 issue of the
Morbidity and Mortality Weekly Report
(MMWR: 50(20);418,427), the Advisory

Committee on Immunization Practices (ACIP) issued a
satement recommending thedeferrd of al routine Tetanus/
Diphtheria(Td) boostersfor adolescents and adults until

2002 dueto the Td shortage. In responseto thisadvisory,
theNorth CarolinaCommission for Hedlth Servicesadopted
atemporary rule suspending the requirement for college
and university studentsto receive abooster dose of Td.

Effective July 17, 2001, collegeand university studentsare
only required to have received three (3) doses of Td-
containing vaccines. While booster dosesmay be deferred,
the primary series (thethree doses) of tetanus/diphtheria-
containing vaccinesremainsarequirement for al students.
Providersof immunizations should maintain aroster of all



gudentsfor whom Td vaccineisdeferred. Upon notification
that vaccine supplies have been restored and that North
Cardlina stemporary suspensionislifted, thesesudentsmust
updatetheir Tdimmunization serieswith booster dosesasa
requirement for collegeand univergity attendance.

For theduration of the shortageand until further notice, the
useof Tdispermitted onlyfor thefollowingindividuas:

1) personswithout documentation of Tdvaccinationwithin
thelast 10 yearsthat aretravelling to acountry where
the risk for diphtheria is high (Note: Based on
surveillancedata and consultation with theWorld
Health Organization, countriesat highestrisk are:
Africa=Algeria, Egypt and sub-Saharan Africa;
Americas=Brazil, Dominican Republic, Ecuador
and Haiti; Asia/Oceania = Afghanistan,
Bangladesh, Cambaodia, China, India, Indonesia,
Iran, Iraq, Laos, Mongolia, Myanmar, Nepal,
Pakistan, Philippines, Syria, Thailand, Turkey,
Vietnam and Yemen; Europe = Albania and all
countriesof theformer Soviet Union.);

2) personsrequiring tetanusvaccinationfor prophylaxisin
wound management;

3) personswho have received lessthan 3 doses of any
vaccine containing tetanus and diphtheriatoxoids; or

4) pregnant women who have not been vaccinated with
Tdduring thepreceding 10 years.

Currently, thereisnot ashortage of DTaP or pediatric DT;
thereforethisrule change does not affect children under
seven years of age. We will notify providers when Td
vaccine availability improves and ACIP advises the
resumption of normal operation for Td vaccine booster
recommendations. ThisTd shortageisexpectedtolastinto
2002. Therefore, itiscritical that we work together to
maximizeand conserveour supply. =

Ten Years of North Carolina
Injury-Related Mortality and
Hospitalization Data to be

Released in November

Prepared by Catherine P. Sanford, M.SP.H., Epidemiologist
Injury and Violence Prevention Unit

\ The N.C. DHHS Injury and Violence
Q\ W\ Prevention Unit, in collaborationwith the
: p State Center for Health Statisticsand the
Inj ury Prevention Research Center at theUniversity of North
Carolina, arereleasing threevolumesof injury-related data
inDecember:

e DeathsfromInjuries: A Data Book of Injury-Related
Mortality Satistics. North Carolina, 1989-1998

» DeathsfromInjuries. A Data Book of Injury-Related
Mortality Statistics. Volume 1 (Alamance — Jackson)
and Volume 2 (Johnston — Yancey), 1989-1998

» Hospitalizations from Injuries: A Data Book of
Injury-Related Hospital Discharge Data. North
Carolina, 1997-1999.

These are comprehensive, population-based reports on
deeths, hospitalizationsand yearsof potentia lifelost caused
by injuries. The reports use the external -cause-of injury
codes (E-codes) that are recorded on death certificates of
resdentsinthe state of North Carolinaor in the abstracts of
thestate' shospita discharge database. The E-codes (E800-
E999) cover thecompleterangeof injury codesand identify
themechanism (cause) by themanner (intent) of theinjury,
as recommended by the National Center for Injury
Prevention and Control at the Centersfor Disease Control
and Prevention(CDC). Counts of eventsand age-adjusted
or crude rates, as appropriate, are presented overall, by
race/gender, and by age in most of the reports. Years of
potentid lifelost arecdculated using lifeexpectanciesfrom
1998 U.S. Life Tables.

Injuriesare defined astheresult of thetransfer of physical
energy (either mechanical, thermal, radiant, chemical or
electrical) or the absence of heat or oxygentothehostinan
amount which exceedsthethreshold for tissue damage or
for tissueviability when death occurs. Theexternal causes
of theseinjuriesare described by the standardized coding
system (E-codes) of the International Classification of
Diseases (ICD) taxonomy devel oped by the World Health
Organization. Theintent of thesecausesof injury arefurther
classified aseither self- or other-inflicted (i.e., suicideor
homicidevs. unintentiona intent, undeterminedintent, or legal
intervention/actsof war).

In North Carolina, therewere over 46,000 deaths dueto
al external causesof injury inthe 10-year period from 1989
through 1998, an age-adjusted death rate of 65.6 per
100,000 population. Theoverd| United Satesinjury-related
age-adjusted (to 1990) death rate was 57.8 per 100,000
popul ation for the sametime period (www.cdc.gov/ncipc/
osp/data.htm, WISQARS). TheNorth Carolinainjury death
ratefor thisten-year period was significantly higher than
that for the United States during the same period of time.

In thisten-year period in North Carolina, unintentional
injuriesand adverse effects were the 4" leading cause of
death; suicide was the 8" leading cause of death, and



homicideand legd intervention werethe 9" leading cause
of death. Injuriesweretheleading causeof deathfor persons
between the agesof 1 and 35.

The distribution of these injury-related deaths varied
significantly by age. In most age groups, moredeathswere
atributableto unintentiond injury thantohomicideor suicide.
The primary exception wasfor young adults between the
agesof 15 and 34, where homicidewasthe 2™ most frequent
cause of degth.

In North Carolina, motor vehicletrafficinjurieswerethe
leading cause of injury-related deathsfrom 1989 through
1999, with an age-adjusted rate of 20.8 deathsper 100,000
population. Most of these deaths (68%) occurred to the
occupantsinthevehicle(s) involvedinthecrash.

Firearmswerethe 2™l eading cause of injury-rel ated deaths
inNorth Carolinaduring this 10-year period, with an age-
adjusted rate of 17.1 deaths per 100,000 population. The
intent for 4% of the firearm deaths was classified as
unintentional (n=467); 52% as suicide; and 43% as
homicide.

Poisonings were the 3" leading cause of injury deaths
(n=3,319) in North Carolinafrom 1989 through 1999, with
an age-adjusted rate of 4.7 deaths per 100,000 popul ation.
Themgority of these poisoning deaths (56%) wereclassified
asunintentiona; 39 % wereclassified assuicide.

Calculaing theyearsof potentia lifelost dueto cause(s) of
death provides an estimate of the number of yearsof life
lost because of premature death. Calculationsusing life
expectanciesfromthe 1998 U.S. nationd lifetables’ indicate
that North Carolinalost thesocial and economic benefitsof
over 1.6 million years of life (n=1,689,657 years) from
desthsduetoall externd causesof injury from 1989through
1998. Because deathsdueto injuries occur more oftenin
theyoung, their effect ontheyearsof potentia lifelost are
more profound than the higher number of deathsdueto the
causesthat traditionally affect the older ssgments of the
population, such ascancer and heart disease. For example,
in 1998, North Carolinalost over 100,000 yearsof potentia
lifeof itscitizensdueto unintentiona injuries, suicideand
homicide. That was two times the number of years of
potential lifelostin 1998 dueto heart disease or cancer, the
two leading causes of deathin N.C.

Thereislittle population-based dataavailable on injury-
related hospitalizationsfrom 1997 through 1999 in North
Carolina. This new data book on injury-related
hospitalizations providesthe stateitsfirst opportunity to

review the numbersand rates (at the statelevel) of injury-
rel ated hospitalizationsfor the state and each county overal
and by each of 12 agegroupsin exactly thesameformat in
whichthemortdity dataare presented.

Theseinjury-rel ated databookswill bedistributed to every
health department in the state and to many other agencies
and organizationsinterested in the control and prevention
of injuries. Copies can also be requested from the N.C.
DHHS Injury and Violence Prevention Unit, (919) 715-
6440.

! Centers for Disease Control and Prevention. Recommended framework for
presenting injury mortality data. MMWR 1997; 46(No.RR14).

2 Anderson RN. United States life tables, 1998. National Vital StatisticsReports;
vol. 48 (18). Hyattsville, MD: National Center for Health Statistics, 2001.
3Rivara FP, Cummings P, Koepsell TD, Grossman DC and Maier RV (editors).
Injury Control: A guide to research and program evaluation. Cambridge

University Press, Cambridge, UD, 2001. &

Disaster Response Planning:

National Pharmaceutical Stockpile

Prepared by Charles Reed, Pharmacist, Division of Public
Health and Samara A. Adrian, Public Health Bioterrorism
Planner

A The Centersfor Disease Control and
Prevention (CDC) has awarded the
Division of Public Health a $30,000
supplemental grant to be used for the
deve opment, training and limited testing
of aNationa Pharmaceutical Stockpile
(NPS) plan and a masspatientinocul ationand prophylaxis
plan. Thisgrant isin additionto thefourth-year renewa of a
CDC bioterrorism preparedness and response planning grant
totheDivison.

TheNPSisareserve supply of critical medicationsand
medical suppliesthat can be delivered, withthe CDC’s
approval, to any state in cases of large-scale medical
emergencies. TheNorth CarolinaEmergency Management’s
Information and Planning Section, the North Carolina
Department of Health and Human Services, the North
CarolinaPublic Hedlth Bioterrorism Task Force, and the
Specia Operations Response Team have been working
together to evaluate theissues surrounding the use of the
NPSin North Carolina. Training and alimited-scalefield
exerciseof thosekey individua swhowould beinvolvedin
NPSactivitieswill follow plan development. Thetraining
and field exercisewill be provided by aprivate contractor.

Themass patient inocul ation and prophylaxisplanwill help
prepare North Carolinafor health care emergenciessuch
asthat recently faced in Ohio when that state’ s Department
of Public Health had to provide over 30,000 peoplewith
preventivetreatment dueto apotentia risk of meningitis. m



The Progress Check System: A
System for Monitoring Health
Promotion Efforts of Local Health

Departments

Prepared by Philip Bors, MPH, and Patricia Clow, RD, MPH,
Evaluators, Division of Public Health

By providing funding and technical assstance,

the Health Promotion Branch of the Division of

Public Hedlth supportslocd heath departments

in conducting community health promotion
programs. In 1999, the Branch began urging local health
departmentsto focustheir health promotion effortson the
three major risk factorsfor cardiovascular diseases and
cancer: poor nutrition, physical inactivity and tobacco use.
This focus emphasizes the importance of policy and
environmenta strategiesto create opportunitiesfor North
Caroliniansto engagein physical activity, heart-healthy
nutrition behaviors, and tobacco avoidance.

In 2001, the Branch devel oped amonitoring system called
Progress Check, whichisnow being pilot-tested in selected
counties. The Progress Check Systemisan evauation tool
that will enable state and local staff to better monitor local
health promotion effortsin order to improve them. The
system will also integrate the collection of datafor two
programs in the Health Promotion Branch that support
effortsto make policy and environmental changesinNorth
Carolina—Cardiovascular Health and Hedlth Promotion.

What Progress Check Does

The ProgressCheck Systemisdesignedto. ..

= document oriesand successesand facilitatethe sharing
of accomplishmentsand other information withinthe
state and elsewhere;

= providestatehedth promotion staff withinformationto
improvetechnical assstance;

= provide local health department staff and decision
makerswithinformation for program planning; and

= provideaccountability information so that prevention
effortsreflect theleve of funding.

How It Works
Themonitoring system functionsat multiplelevels—locd,
regiond and Sate.

Local coordinatorsdocument their effortsto create more

hedlthful environments. They report on:

= Planning, training and assessment activitiesthat prepare
staff to advocatefor hedthier environments,

= Actionsto engage and influence outs de agencies, such

asadvocacy, regiondization effortsand capacity building
(train-the-trainer); and

= Accomplishmentssuch asadecision or change made
by an organization or governing body.

Loca staff usean event log to recordinformationincluding
therelated program objectives, actionstaken (what was
done or what happened), funding source, the channel or
Setting of theaction, and the outcomeachieved for thet event.
Thesystem minimizestheamount of text dataentry by usng
fieldswith drop-down boxes, aswdl asdlowing for narrétive
reporting. Todlow for amore streamlined analysi sprocess,
each activity or outcomeisassigned acode. When entries
for atwo-month period are completed, thelocal staff e-
mail thedatato theregiond consultants.

Theregiona consultantsand ateam of Sate staff verify the
accuracy of the codes applied to each activity or outcome
being reported. The codereview a so givesan opportunity
to providetechnical support tolocal staff. Oncelogsare
revised and finalized, theregiona consultantsforward the
datato the Health Promotion Branch evaluation staff. At
sx-monthintervas, theeva uation staff sendsasummary of
the event log databack to thelocal coordinators.

What DatalsCollected

ProgressCheck callectsinformationonlocd saffs activities

and accomplishments. The system compilesthese coded

entriesto summarizethefollowing:

» Process — proportion of activities spent doing
groundwork, partnering, and advocacy;

= Media coverage — proportion of mass media to
organizational media, proportion of media that is
purchased vs. “earned”;

» ResourcesGenerated —dollar amount of resources
contributed (direct, in-kind); and

= Advocacy and Changes — changes in policies,
practices, environments, ratio of advocacy activitiesto
policy changes, loca hedlth department rolein changes,
etc.

How DataWill Be Used

Although Progress Check iscurrently being pilot-tested,
we expect avariety of outputsand usesfor the data. The
local staff will haveaccessto standard reportsfor meetings,
reportsor grant proposals. Theregiond and state staff will
be ableto look across countiesand throughout the stateto
aid with planning and technical assistance efforts. The
outcomesidentified in Progress Check will alow program
staff to generate storiesor vignettesof success. Finaly, Sate
program plannerswill beableto track commonindicators
of changeover time.

(continued on page 6)



What’sNext

Initscurrent form, the Progress Check System isa PC-
based monitoring system for health promotion programs.
TheHedth Promotion Branch hopesto movetoward further
automeation by migrating thesystem to aweb-based platform.
A web-based system hasthe potential to streamline data
entry, datatrandfer, informetion verification, and andyssand
to expand the usefulness of reports. m

Influenza Sentinel Surveillance

Program

Prepared by A. Torrey, McLean, Surveillance Administrator,
and Kelly T. McKee, Jr., MD, MPH, Branch Head; General
Communicable Disease Control Branch

Inajoint effort with the State L aboratory of Public Hedlth,
the General Communicable Disease Control Branch is
expanding itsparticipationinthe U.S. Influenza Sentinel
Phys cians Survelllance Network to moreeffectively monitor
thestatusof influenzaactivity acrossNorth Carolina.

Sentinel physicians, university health centers, and public
health agenciesrecruited from acrossthe state will report
“influenza-likeillness’ (IL1) to the Centersfor Disease
Control and Prevention (CDC) each week and collect
representativesamplesfor virussrainidentification. Thedata
obtained will provideimportant epidemiol ogic datato the
state heal th department and will support CDC influenza
surveillancethroughout the U.S. Moreover, thiseffort will
provide rapid recognition of new influenza strainswith
pandemic potential. Thiswill bethethird consecutiveyear
of the Division of Public Health’s participation in this
important program.

The41 participantsin thissurveillance program, which
runsfrom September 30, 2001 to May 18, 2002, will
report thefollowing information weekly to CDC:
Thetota number of patient visitseach week
Thenumber of patient visitsfor ILI each week by the
followingfour agegroups:
» (-4 year-olds(preschool)
» 5-24year-olds(school agethrough college)
= 25-64 year-olds (adults)
» 65+ year-olds(older adults)
Summary reports will also be posted on the web at
www.schs.gate.nc.us/epi/gedc/flu.html.

Last year, 16 physcian providersparticipated intheprogram,
reporting IL1 in 14 counties. Thisyear, we have expanded
the surveillance systemto 30 providersin 25 countiesin
order to achieve abroader geographic representation than
previoudy wasthecase. Additionaly, asimilar university

student health influenza surveillance program has been
incorporated into the program. This student surveillance,
conducted jointly by the GCDC Branch and the State
Laboratory of Public Health, raises the total number of
participantsto 41. A variety of practicetypes (pediatrics,
family practice, internal medicine, etc.) and Stes(locd hedth
departments, private practices, student health clinics, etc.)
now are represented.

Physicians/health personnel will report ILI in someof the
most heavily-popul ated areas of thestate: Ashe, Buncombe,
Cabarrus, Caldwell, Catawba, Craven, Cumberland,
Davidson, Durham, Edgecombe, Forsyth, Granville,
Guilford, Henderson, Iredell, Mecklenburg, Macon,
Mitchell, Montgomery, New Hanover, Ondow, Pitt, Rowan,
Weake, and Wilkescounties. The 11 university student heglth
programs participating are Appal achian State University,
DukeUniversity, East CarolinaUniversity, N.C. A& T State
University, N.C. Centra University, N.C. State University,
UNC-Asheville, UNC-Chapd Hill, UNC-Charlotte, UNC-
Wilmington, and Wake Forest University. These student
hedlth providersare particularly vauablein that they enable
usto monitor influenzain avery diverse student population
that includesmany studentsfrom other statesand countries.

Thisexpanson of theinfluenzasurveillance program should
enable public health personnel to monitor the spread of
influenzainthe state moreeffectively thanin previousyears.
In addition to hel ping detect new strainswith pandemic
potentia, timely identification of circulating influenzavirus
srainsa so can help determinewhether antivira drugsmight
beuseful inpreventing or treating IL1. =

N.C. Leads in Immunization

From a news article written by Lynn Bonner
N& O Staff Writer, and published Friday, August 3, 2001 in
The News and Observer

North Carolinahad the best childhood immunization rates
inthe nation in 2000, moving up in one
year to first place from 8" in the nation,
according to a Centers for Disease
Control and Prevention survey released
Aug. 2.

Thegtateranksfirstinthenationinthree
categories for children between 19 and 35 months old,
according to the CDC’s National Immunization Survey.
Nearly 88 percent of children recelved acommon seriesof
shotsto protect them against diseases such asdiphtheria,
polio, measles and mumps. Minnesota had the second-
highest rate; M assachusetts, excluding Boston, wasthird.
|



Blue-Green Algae: A Growing

Problem
Thomas Morris, MD, MPH, Medical Epidemiologist
Occupational and Environmental Branch

Inthemid-1990s, North Carolinawas
worried about atype of algaefoundin
estuaries—Pfiesteria—which was
associated with fish killsand possible
human health problems. University
researchers, the N.C. Division of Water Quality and the
Division of Public Health undertook intensive study and
surveillance to ensure the protection of public health.
Fortunately, Pfiesteria hasnot proved to be aseriousand
recurring public health problem.

However, thefreshwater reservoirsand streamsof North
Carolinaarenow increasingly beset by morevisbleaguatic
residents—freshwater a gae such asgreen algae, diatoms
and blue-green dgee. Inthelast two years, North Carolina
residents have been voicing concerns about these algal
bloomsintheir lakesand intheir drinking water, becausea
bloom makesthe water |ook bad, taste bad, or smell awful.
Peoplearenow asking, “Isthat agae harmful tomy hedth?”

Whilethey may be unpleasant, freshwater green agae and
diatomsareharmlessto peopleand animas. However, some
blue-green algae, a so known as cyanobacteria, havethe
potential to produce compoundsthat can be poisonousto
mammalsincluding pets, livestock and humans. Blue-green
agaearecommon to aguatic ecosystemsaround theworld,
including North Carolina. Inthe United States, no serious
ilInesses or deaths have been linked to ingestion of toxins
from blue-greendgae. Countriessuch asAudrdiathat have
experienced algae-rel ated problems and that are highly
dependent on surface water for drinking water and
agriculturd usehaveextensve programsthat study agaein
order to keep their water usable and safe.

Algae are anatural part of the environment. Blooms of
a gae—whenthesemicroscopic organismsmultiply quickly
and form athick mat or turn the water thick—happen
periodically. There are threeimportant componentsthat
facilitatealgaeblooms: lotsof sunlight, plenty of nutrients,
and very slow-moving or stagnant water. Current land
management practices such asuse of chemical fertilizers,
waste disposal procedures, and the pooling of water by
dammingincreasethelikelihood of lgaeblooms, especidly
whenthereislittleor norainfall.

Severd kindsof blue-green dgae can produceoneor more

typesof systemic toxins: hepatotoxins (poisonousto the
liver), neurotoxins (those that affect the nervous system),
and cytotoxins (poisonousto al cells). The hepatotoxins,
particularly agroup called microcystins, arethe most well-
known and the only type for which the World Health
Organization (WHO) hasatolerancelimit. Thesetoxinsare
not considered dangerous unlessthey areingested, usually
by drinking untreated tainted water. Water treatment
engineerswho produce our drinking water areaware of the
problemsand productsof algaeinreservoirsand striveto
keep our water safethrough filtration and other treatment
Processes.

Itisimportant to notethat afunny smell or tasteduetoagal
componentsin thewater isnot linked to the presence or
absenceof cyanotoxinsin that water. Only laboratory tests
candetect toxins. Whileour trested drinking water iscarefully
monitored to ensurethat it issafe, peopleshould never drink
untreated water, whether or not algae are present.

TheHarmful Alga BloomsProgram of theN.C. Division of
Public Health has been gathering information and
collaborating with water quality experts about possible
adversehuman hed th effectsfrom blue-green agaeand other
microorganisms. |nformation and fact sheetsabout blue-
green algaein North Carolinacan befound onthe HAB
website at www.schs.state.nc.us/epi/hab/bluegreen.html.
TheHAB contact number is(919) 733-3410. m

Hazardous Substances Emergency

Events Surveillance
Prepared by Sherry R. Giles, MPH, Epidemiol ogist,
Occupational and Environmental Epidemiology Branch

In 1990, the Agency for Toxic Substances and Disease
Registry (ATSDR) established an active, state-based
surveillance system to describe the public heath
consequences associated with the release of hazardous
substances. North Carolinajoined the federally funded
Hazardous Substances Emergency Events Surveillance
(HSEES) systemin1991.

Through HSEES system, information is collected and
analyzed about rel eases of hazardous substancesthat need
to be cleaned up or neutralized according to federal, state
or local law, aswell asthreatened rel easesthat resultina
public hedth action such asan evacuation. An HSEES event
isdefined asany release(s) or threatened rel ease(s) of at
|east one hazardous substance. A substanceisconsidered
hazardous if it might reasonably be expected to cause



adverse human health effects. Releases consisting solely of
petroleum products are excluded fromthissystem.

The objectives of the HSEES program are to reduce
morbidity and mortality of employees, responders, and the
genera public asaresult of hazardous substancesrel eases,
identify the risk factors associated with morbidity and
mortality from the releases; and identify or develop
prevention strategies that may reduce or prevent future
morbidity and mortality associated with hazardous
substancesemergency events.

Hazardous substances emergency eventsare reported to
the N.C. HSEES staff by several sources. The primary
notification sources are the Division of Emergency
Management - Department of Crime Control and Public
Safety; the National Response Center - U.S. Coast Guard;
the Hazardous Materials Information System - U.S.
Department of Transportation; and themedia. Additional
information iscollected through telephoneinterviewswith
emergency responders, including local emergency
management coordinators, firefighters, hazardousmaterias
team responders, and environmenta affairsrepresentatives
inprivateindustry.

From 1993 through 1998, atotal of 1,238 events were
investigated and entered into the database by the N.C.
HSEES staff. Of these events, 893 (72.1%) occurred at
fixedfacilitiesand 345 (27.9%) weretransportation events.
Typesof chemicalsreleased are shownin thetable bel ow.

Approximately 22% of reported eventsrequired official
evacuation orders, with atotal of morethan 21,000 people
evacuated. Only 2% of reported events had in-place
sheltering orders requiring people to stay indoors, with
windowsand doorsclosed, to avoid exposure. Six hundred
ninety peoplewere decontaminated because of exposure
to chemicals. Nearly 80% of the persons decontaminated
wereresponders, 19% were employees and theremaining
1% were members of the general public. Therewere 638
victims in the 1,238 events. (Victims are defined as
individua swho experienceinjuriesor report symptomsor
gotoahedth carefacility within 24 hoursof theevent.) The
most frequently reported injurieswererespiratory irritation,
gastrointestinal problems, headache, dizzinessor central
nervous system symptoms, eyeirritation and trauma.

Prevention outreach is an important part of the HSEES
program. Fact sheets have been devel oped for chemicals
that causethe most injuriesto people. Thefact sheetsare
distributed to industries that use the chemical, local
emergency management coordinators, fire marshals, and
companiesinthe HSEES database that havereleased the
chemical. Presentations are made to local emergency
planning committees (L EPCs) to help them develop their
own prevention strategies.

Moreinformation about the HSEES program, fact sheets
and other program publicationsareavailableontheweb at
www.schs.gtate.nc.us/epi/oii/hseeshtml. m

Percentage of Chemicals Released,
by Chemical Category

NC HSEES, 1993-1998
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Health Hazard Control Unit Works
to Reduce Lead Poisoning In

North Carolina

Prepared by Lucinda Qullivan, Industrial Hygiene
Consultant, Health Hazards Control Unit

L ead was banned from house paint in 1978.

However, the effects of |ead-based paint are

still apublic health concern today and affect

hundredsof childreninNorth Carolina. Lead-

based paint poisoning remainsapreventable
heslth threst for children.

Deteriorating paint exposesyoungstersto |ead-laden dust
and paint chips. Becauseyoung children frequently put their
fingersand other objectsin their mouths, they areeasily
poisoned fromingestion of chipsor dust or soil contaminated
withlead. In additionto the hazards of deteriorating paint,
improper houserenovation can aso result inlead poisoning
inchildren.

Blood levelsof 20 micrograms per deciliter of blood are
considered elevated and ahigh health concern, but health
riskscan begin at 10 microgramsper deciliter. Lead affects
the nervoussystem and can result inlearning and behaviora
problems, lowered 1Q and anemia. | n extreme exposures,
damageto thekidneyscan occur, aswell asseizures, coma
and even death.

Many state and federal agencies have been working to
reduce the numbers of children poisoned by lead. These
include the Centersfor Disease Control and Prevention
(CDC), U.S. Environmentd Protection Agency (EPA), U.S.
Department of Housing and Urban Devel opment (HUD),
N.C. Divison of Environmental Health, N.C. Department
of Commerce, local health departments and community
development programs, and the Health Hazards Control
Unit (HHCU) withinthe N.C. Division of Public Health.
Whileeach of these agenciesapproach lead hazard reduction
indifferent ways, theoveral god isto reducethe number of
children exposed to lead.

The HHCU implemented the L ead-Based Paint Hazard
Management Program (LHMP) in August of 1998. The
LHMP requirescertification for individual s conducting
abatement (lead hazard reduction or removal) activities,
inspectionsand risk assessments. It also requires permits
for abatement activities.

Having trained personne perform abatement activitiesheps
ensure the abatement is conducted properly, that further
contamination of the houseisavoided, and that exposure of

workersto thelead isreduced. Clearanceisrequired on
these abatement projects, and the clearance activitiesare
conducted by certified ingpectorsor risk assessors.

HHCU indudtrid hygieneconsultantsvisit abatement projects
wherenew contractorsare starting abatement activities. The
consultantsoffer on-gteass stanceto ensurethe contractors
areincompliancewith sateand federa regulations HHCU's
industria hygieneinspectorsingpect at least 10 percent of
the permitted abatement projects. Contractors’ failureto
comply withtheregulationscanresultincivil pendties.

As of September of 2001, HHCU has permitted 672
abatement projectsand has certified hundredsof individuds.
Educationd outreach efforts continueasHHCU workswith
local housing authorities, contractors, realtorsand other
professiond organizations.

Thebottom lineisthat lead-based paint isstill asignificant
health risk to children, and |ead-based paint poisoningis
preventable. Withthat inmind, HHCU will continuetowork,
along with other agencies, to make North Carolinaasafer
and healthier placefor children. m

Dr. MacCormack Recognized

JN. “Newt” MacCormack, MD, MPH was
one of DHHS seven empl oyees nominated
by the Department for thisyear’sGovernor’'s
Awardsfor Excellence, the highest honor a
// state employee may receive. Dr.
MacCormack isaso nationdly recognized as

aleading public hedth physician.

Dr. MacCormack retired thissummer ashead of the Generd
Communicable Disease Control Branch after 36 years of
dedicated servicein public health on both theloca and state
levels. He was cited for his unstinting fight against
communicablediseasein North Carolinaand histireless
effortsto educate the public, themedical community, and
public health professionalsabout identifying, preventing,
controlling and treating existing and emerging communicable
diseases. m

Dr. Maillard Appointed to Committee

Jean-MarieMaillard, MD, M Sc has been appointed to the
Resdency Advisory Committee of the PreventiveMedicine
Residency Program. Dr. Maillard serves as Head of
Communicable Disease Surveillance in the General
Communicable Disease Control Branch of Epidemiology.
|



Reported Communicable Diseases, North Carolina
January-September 2001 (by date of report)*

Disease Year-to-Date(13-3" Quarters) 3¢ Quarter
2001 2000 Mean (96-00) 2001 Comments/Notes

Campylobacter 365 104 406 168

Chlamydia, 1aboratory reports 16657 16860 14783 5382

Cryptosporidiosis 23 21 - 8 Notel& 2
Dengue 1 2 1 1

E. cali O157:H7 36 70 51 u Note3
Ehrlichiosis, monocytic 9 6 - 8 Notel& 2
Encephdlitis, Californiagroup 2 6 - 2 Notel& 4
Foodborne, other 7 7 0 3

Gonorrhea 12920 137838 13755 419
Hemophilusinfluenzae 41 20 2 12

Hepatitis A 157 116 118 B

Hepatitis B, acute 161 1) 201 2

HepatitisB, chronic 466 14 507 166

Hepatitis C, acute 16 13 - 7 Notel& 4
HIV/AIDS 1224 un 1229 3% Note5
HUSTTP 1 1 - 1 Notel& 2
Legionellosis 7 13 1 2

Listeriosis 2 - - 2 Note8
Lymedisease 33 41 47 2%

Maaria 12 27 21 10

Meningococcal disease 59 K 51 9

Meningitis, pneumococcal 38 R Viv] 5

Mumps 4 5 10 3

Rabies, animal 459 448 508 163

Rocky Mountain Spotted Fever 121 57 8 B

Salmonellosis 980 829 919 519

Shigellosis 283 162 247 °¢]

Strepto. A, invasive 124 68 - A Notel& 2
Syphilis, total 724 876 1A 235 Note 6
Toxic Shock Syndrome 4 5 2 1

Tuberculosis 251 271 316 78

Typhoid Fever 2 2 2 1

Vibriovulnificus 4 2 - 3 Notel& 7
Vibrio, other 8 6 - 4 Notel& 2
Vanco. Resistant Enterococci 446 21 - 114 Notel& 2
Whooping cough 56 I & 16

* Preliminary data, asof 10/9/2001. Quartersaredefined as 13-week periods.
Notes: 1.-=Notreportableinthisentiretime period; 2. Becamereportable 8/1/98; 3. Became reportable 10/1/94; 4. Became reportable

assuch 8/1/98; previously within other category (“ Encephalitis’; and “Hepatitis, non A-non B”); 5. Earliest report with HIV infection
or AIDSdiagnosis; 6. Primary, secondary and early latent syphilis; 7. Becamereportable 7/1/97; 8. Becamereportable 6/1/2001.
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North Carolina Awarded

Biomonitoring Grant
Prepared by Roger McDaniel, Ph.D., Principal Investigator

North Carolina s State L aboratory of Public Health and the
Occupationd and Environmental Epidemiology Branchwere
recently awarded a grant from the Centers for Disease
Control and Prevention (CDC) to develop aBiomonitoring
FAan. Thisgrant offerstheopportunity to sudy environmenta
problemsrelevant to North Carolinaand to determinethe
feasibility of using biomonitoring to better understand, and
possibly better respond to, such exposures.

Historically, exposureto environmenta contaminantshas
been estimated using external measurements from the
analysisof soil, water or air. Variousmodelswereused to
estimatethe potential for human exposure and to calculate
an acceptable level of contaminant in a particular
environmenta matrix. Incontrast, biomonitoringisthedirect
anadysisof human bodily fluidssuch asblood, urineor tissue
specimensfor environmental contaminants. By directly
analyzing thesebiological specimens, exposurelevelscan
bemore accurately quantified. The best-known and most
successful exampleof biomonitoringischildhood bloodleaed
screening. While there are many other environmental
contaminantsthat are known to cause health problems, no
othersarebeing currently monitoredin North Carolina.

Thisproject will beacollaborative effort between the State
Laboratory of Public Health, the Occupational and
Environmenta Health Branch, and thelocal public health
community. Thegoalsof thisproject areto

1. Conduct asystematic survey of environmentd issues
that affect public healthin North Carolina.

| dentify environmental issuesand popul ationsthat
may beimpacted by abiomonitoring program.

Collaborate with partnersto prioritize potential
biomonitoring projectsthat will most significantly
impact public healthin North Carolina.

Design a study that will contribute to our
understanding of actua exposuresto environmenta
contaminantsand therel ationship to disease.

Proposeaproject for implementation that will have
the potentia for improving the quality of lifefor
North Carolinians.

11

The planning phase will include definition of the problem,
identification of affected populations, determination of the
technical feasibility of the project, and identification of the
possi blepublic health benefitsresulting fromimplementation.
At the conclusion of thetwo-year planning phase, aproposal
will be submitted to the CDC to fund implementation.
Approximately fivegrantsof $1,000,000 per year over a
five-year period will beawarded for implementation of the
selected biomonitoring projects. =

Employee Recognition:
Kathy Hostettlex

Employee of the Quarter
Prepared by Patsy West

Mrs. Kathy Hostettler has received the
Epidemiology Section’s Employee
Recognition Award for the second quarter of
2001. Ms. Hostettler was nominated in the
category of Teamwork.

> N P\ Mrs Hodtettlerisacareer sateemployeewith

29yearsof service. Sheisthe Epidemiology Section’slocal
area network manager and provides ongoing LAN
management to the Section. She provides technical
consultation and adviceto staff and management regarding
hardware and software applications, purchases, and
telecommuni cationsissues such aslinking computersand
serversto and from remote | ocations such as home bases
andfield offices. Sheisthe Section’scomputer team leader,
organizing and chairing the Section Information Technology
Management group that recommends and evaluates
technology plansfor support of programmatic and business
functionsof theagency that maximizeoveral benefitstothe
agency and state government asawhole. Ms. Hostettler
workscons stently and continuoudly to ensurethat al of the
Section’sinformationtechnology needsaremet. Shestays
abreast of technol ogical changes and anticipates potential
problemsto minimizenegativeimpact onal partsof service
delivery.

In addition to receiving the Epidemiology Section’s
Employee Recognition Award for Teamwork, Mrs.
Hogtettler will be presented with agift certificatefromthe
Section Management Team. =



Summary: Management of Occupational Exposures to
Hepatitis B, Hepatitis C, and HIV
N.C. Division of Public Health, Epidemiology Section
July 18, 2001

The Centers for Disease Control and Prevention (CDC) recently issued updated guidelines for the management of
occupational exposures to bloodborne pathogens (MMWR 50/RR-11, 29 June 2001 Updated U.S. Public Health Service
Guidelines for the Management of Occupational Exposures to HBV, HCV, and HIV and Recommendations for
Postexposure Prophylaxis). These guidelines represent a synthesis of recommendations published by CDC and the
Occupational Safety and Health Adminstration (OSHA) over the past several yearsin avariety of forums. They reflect
the current state of knowledge regarding risks of contracting Hepatitis B, Hepatitis C and HIV following percutaneous or
mucous membrane exposure to blood and body fluids. Additionally, these guidelines summarize current information on, and
recommendations for, post-exposure prophylaxis (PEP) for each of these pathogens. Below is a summary of the changes
from previous recommendations. Note that this summary is NOT intended to substitute for careful review and analysis of
the complete CDC document by responsible individuals at the local level. The complete CDC document can be found at:
http://www.cdc.gov/mmwr//preview/mmwrhtml/rr5011al.htm.

Each local health department should ensure that aplan isin place for management of occupational exposures to blood and body fluids.
Emphasis must be placed on prompt assessment of incidents by individual s experienced in the management of HIV, familiar with
anti-retroviral therapy, and knowledgeable about drug resistance and its impact on choice of post-exposure prophylaxis
regimens. It isincumbent on each health department to identify local and/or regional resources capable of responding
knowledgeably and in atimely fashion. Telephone consultation on these matters is availabl e through the Statewide Program for
Infection Control and Epidemiology (SPICE) at 919-966-3242; however, thisshould not substitute for local response capability.

UPDATES NEW TO 29 JUNE 01 PHS GUIDELINES

HIV:
Last guidelines 1998 (15 May 98; MMWR 47/RR-7).
Better definition of “less severe” and “more severe” exposure types driving 2 vs. 3 drug PEP regimens.
New anti-retroviral agents approved by FDA; modified PEP recommendations.
More info about the use and safety of PEP.
Potential drugsfor post-exposure prophylaxis should not be used if the source patient demonstrates clinical or
virological failure.

For all drugs, much moreinfo on tolerability, toxicities, advantages/di sadvantages.

OLD: Basic: 4 weeks (28 days) AZT (600 mg gd-divided doses) PLUS lamivudine (3TC) (150 mg bid).
Expanded: Basic regimen PLUS indinavir (800 mg tid) OR nelfinavir (750 mg tid).

NEW: Basic: 4 weeks (28 days) AZT (600 mg gd-divided doses) PLUS lamivudine (3TC) (150 mg bid) OR lamivudine
(150 mg bid) PLUS stavudine (d4T)(40 mg bid) OR didanosine (ddl)(400 mg qd) PLUS stavudine (40 mg bid).
Expanded: Basic regimen PLUS indinavir (800 mg tid) OR Nelvinavir (750 mg tid or 1250 mg bid) OR efavirenz
(600 mg gd) OR abacavir (300 mg bid) OR ritonavir OR saquinavir OR amprenavir OR delavirdine OR lopinavir/
ritonavir. Recommended NOT TO USE nevirapine.

HBV:

Last comprehensive CDC guidelines 1997 (26 December 1997; MMWR 46/RR-18); included as part of supplement on
vaccination of Health Care Professionals (HCPs).

OLD: No significant differences in management of PEP between OLD and NEW.

NEW: Consolidates and packagesinformation previously provided into single document. More el aboration of factorsto
consider in assessing need for PEP and eval uation of exposure source. Emphasis on follow-up and counseling.

(continued on back)



HCV:

Last guidelines 1998 (MMWR 1998 47/RR-17).

At the present time, the State L aboratory for Public Health is not resourced to support Hepatitis C diagnostic testing;
individual arrangements must be made by local health departmentsfor this activity.

Recently, the General Communicable Disease Control Branch in Raleigh contracted with the Office of Continuing
Education at the University of North Carolina-Chapel Hill School of Medicineto provide aseries of CME
presentations across the state on Hepatitis C Awareness. The schedule for these presentations is under development

and will be distributed soon.

OLD: Post-exposure follow-up of health-care, emergency medical, and public safety workers for Hepatitis C virus
(HCV) infection.

For the source, baseline testing for anti-HCV.

For the person exposed to an HCV-positive source, baseline and follow-up testing including baseline testing
for anti-HCV and ALT activity; and follow-up testing for anti-HCV (e.g., at 4-6 months) and ALT activity. (If
earlier diagnosis of HCV infection is desired, testing for HCV RNA may be performed at 4-6 weeks).

Confirmation by supplemental anti-HCV testing of all anti-HCV results reported as positive by enzyme
immunoassay.

NEW: Post-exposure follow-up for HCV.
For the source, perform testing for anti-HCV.

For the person exposed to an HCV-infected source: perform baseline testing for anti-HCV and ALT activity; and
perform follow-up testing (e.g., at 4-6 months) for anti-HCV and ALT activity (if earlier diagnosisof HCV is
desired, testing for HCV RNA may be performed at 4-6 weeks).

Confirmall anti-HCV results reported positive by enzyme immunoassay using supplemental anti-HCV testing (e.g.,
recombinant immunobl ot assay [RIBA]).

Health care personnel who provide care to persons exposed to HCV in the occupational setting should be
knowledgeabl e regarding risksfor HCV infection and appropriate counseling, testing and medical follow-up.

|G and antiviral agents not recommended.

No guidelines exist for administration of therapy during the acute phase of HCV infection. When HCV identified,
prompt referral is appropriate (because antiviral therapy might be beneficial when started early in course of HCV
infection).

BOTH HBV and HCV:

No modifications to an exposed person’s patient-care responsibilities are necessary to prevent transmission to patients
based solely on exposure to HBV- or HCV -positive blood. If an exposed person becomes acutely infected with HBV, the
person should be evaluated according to published recommendations. No recommendations exist regarding restriction of
activities of HCPswith HCV infection. All chronically-infected HCPs (with HBV or HCV) should follow recommended
infection control practices (published).

For additional information contact: General Communicable Disease Control
Epidemiology Section
N.C. Division of Public Health
1902 Mail Service Center / 225 N. McDowell St.
Raleigh, NC 27699-1902
Phone: (919) 733-3419/ Fax: (919) 733-0490
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